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In their recent text ofkamily Theory Development in  have received considerable attention as well as notable

Nursing, Whall and Fawcett (1991) presented an his-gaps in the literature (Feetham, 1984; Gilliss, 1989;
torical overview of nursing literature related to family. Litman, 1974; Schwenk & Hughes, 1983). A large body
They concluded that “interest in the family as a unit of of research exists which addresses how families and their
nursing care originated with Nightingale’s concern for individual members respond to a variety of illness and
family members. Continued interest in the family is docu-health care situations. Depending on the investigator’'s
mented in books and journal articles since Nightingale’stheoretical and methodological convictions, the research
time as well as in the American Nurses’s Associationmay be framed as a study of family impact, coping, ad-
standards of practice” (pp.24-25). For example, as earlyustment, adaptation or management. Nurse researchers
as 1917 Beard wrote about the implications for publichave focussed considerable attention on family roles and
health nursing of considering the family as the primarythe transition to parenthood. Gilliss (1989), in a recent
unit of intervention, and in 1937 Bean and Brockett re-review of family research in nursing, found that over
ported the results of an investigation aimed at documenthalf of the studies reviewed dealt with perinatal events.
ing the extent to which public health nurses had expandedéccording to Murphy (1986) other areas of substantive
their practice to include the entire family. Since 1950, focus include family interface with societal institutions
Whall and Fawcett (1991) noted a dramatic increase inncluding the health care system, public policy and the
the quantity and scope of nursing literature related tofamily, and cross cultural family research. Complement-
families. Not only do clinical texts continue to include ing these substantive investigations has been a growing
sections on family systems, theories, and roles, but textbody of theoretical and methodological work which ad-
books dealing entirely with family content began to ap-dresses issues pertinent to conceptualizing the family as
pear in the mid 1970’s. Increasingly, such texts havea unit of study and intervention (Feetham, 1991; Gilliss,
reflected a combined focus on family theory, practice,1983; Leahey & Wright, 1987).
and research (Gilliss, Highley, Roberts, & Martinson,
1989; Sherwen, 1987). In spite of the tremendous body of family re-
search, relatively few studies have been undertaken on
The amount of research of families has beenthe interface between the family and the health care sys-
sufficient to generate major reviews both in nursing andtem. Gilliss (1989) identified only 5 out of 76 articles
other disciplines which have categorized the substanwhich focussed on the family - practitioner interface.

tive content of this research and identified areas whichVhall and Fawcett (1991) concluded that there was in-



sufficient research in this area to include it in their re- patient's medical outcome. Based on an extensive lit-
cent anthology of nursing perspectives on the family.erature review, Whitcher-Alagna developed what she
Similarly, a major review of the literature on help seek- termed an “integrative model of reactions to medical
ing and receiving behavior noted a relative scarcity ofaid”. As shown here, specific aspects of the relationship
literature on the practitioner-patient relationship which either directly or indirectly influence outcome
(Whitcher-Alagna, 1983). include: patient’s desired role, patient’s preferences for
Although, the family - practitioner interface has information, empathy, and control over decision mak-
not been a primary focus for family researchers in nursing, practitioner’s characteristics, extent to which the
ing or other disciplines, there is modest body of researcldesired patient role is fulfilled, and the magnitude of
directed toward describing the relationships that developpreferences for the desired patient role.
between health care providers, families, and family mem- As reflected in Whitcher-Alagna'’s review, nu-
bers and identifying variables and themes associated witmerous empirically based studies have addressed the
these relationships. In addition, there are several theoretiypes, dimensions, and importance of the patient-pro-
cal models which depict the level and nature of family - vider relationship. For example, Lorber (1975) distin-
practitioner relationships. The intent of this discussionguished between good, average, and problem patients.
is to provide an overview of this literature as a basis forGood patients were characterized as passive, coopera-
conceptualizing and designing nursing-focussed patientive, and undemanding; problem patients resented be-
outcomes research. ing cast in a passive role and were viewed as complain-
ing and disruptive. Similarly, Rosenthal, Marshall,
PATIENT-PRACTITIONER RELATIONSHIPS MacPherson, and French (1980) described problem pa-
Varying conceptualizations of patient-practitioner rela- tients as unpleasant, controlling, non compliant, com-
tionships set the stage for subsequent investigations gflaining, violent, manipulative, and demanding.
the family-practitioner interactions and nursing practice A recent nursing study by Waterworth and
and family outcomes. In an early theoretical work, Szasz uker (1990) described “toeing the line” as the role as-
and Hollender (1952) described three models of the docsumed and preferred by the 12 hospitalized medical pa-
tor-patient relationship: activity-passivity, guidance-co- tients in their study. “Toeing the line” included strict
operation, and mutual participation. They maintained thatadherence to rules and was grounded in the patients’
these models have implications for how illness, treat-trust in the expertise and competence of the staff. The
ment, and therapeutic outcome are defined and how deauthors concluded that the promotion of individualized
cisions are made in each of the three arenas. For exaursing care may not be synonomous with active pa-
ample, in the activity-passivity model, the physician tient involvement as much of the literature suggests.
alone defines the quality of the therapeutic outcome; Hayes-Bautista (1976) studied 200 urban, His-
while in the guidance-cooperation and mutual partici- panic patients’ perceptions of doctor-patient interactions
pation models both the physician and the patient conand identified convincing, countering, and bargaining
tribute to the evaluation of outcome. tactics used by patients who were attempting to alter a
Over 30 years later, Whitcher-Alagna (1983) prescribed treatment as well as counter-management tac-
continued to identify the nature and quality of the pa-tics used by physicians to ensure compliance with the

tient-provider relationship as a key determinant of theregimen. The outcomes of patients’ attempts to influ-



ence decision making were classified in terms of bothal (1980) described three such roles, visitor, worker, and
the patient’s and practitioner’s satisfaction with the ne-patient, into which nurses cast family members when a
gotiated treatment regimen. relative is hospitalized. They noted that by casting fam-
Using a simulated clinical situation involving ily members into these roles, the nurse “transforms the
84 undergraduate nursing students as subjects, Krougelative into someone who becomes part of the work
and Roberts (1989) compared three different patientcontext and therefore more controllable by nurses” (p.
provider interactive styles which varied with regard to 101). This is especially true for the worker role where
the patient’s role in decision making. They found thatthe family member becomes part of the health care team
“subjects who participate in an actively negotiated pro-and the patient role where the family member becomes
cess of decision making with the nurse practitioner ex-a legitimate focus of intervention.
pressed significantly stronger feelings of control over The so called “worker” role has been the focus
their treatment decisions” (p. 723). of attention for several authors who investigated family
Although focussing on individual patient-prac- members’ preferred participation in the care of a rela-
titioner relationships, this literature highlights salient tive during hospitalization (Algren, 1986; Deatrick, Stull,
components of those relationships which also are likelyDixon, Puczynski, & Jackson, 1986; Knafl & Dixon,
to be relevant to understanding the family-practitioner1984; Knafl, Cavallari, & Dixon, 1988). These studies
interface. In particular, the patient’s and the revealed a wide range of preferences, with some rela-
practitioner’'s preference for an active or passive roletives wanting extensive involvement in care activities
influences both the nature of the relationship and theand others favoring a much more limited role.
participants’ satisfaction with it. Specific aspects of pa- Taking a somewhat different focus, Barbarin
tient-practitioner relationships and interactions which and Chesler (1984) explored seven general dimensions
often vary on an activity-passivity dimension include of parent-practitioner relationships: information trans-
information seeking and exchange, decision making rolemission, communication, parental efficacy, conflict reso-
the extent to which trust is an important aspect of thelution, empathy with child, personal contact with staff,
relationship, and the subjective quality of the humanand assessment of staff competence. Based on inter-
interaction. In general, authors of empirically based studviews with 74 parents of children with cancer they found
ies have discussed outcomes of varying types of relathat “the quality of parents’ personal contact with doc-
tionships and roles in terms of either satisfaction withtors, that is, the sympathy, warmth, concern, and atten-
the interaction or compliance with the medical regimen.tion shown to parents as individuals, was most highly
related to their general satisfaction with the medical
FAMILY MEMBERS AND HEALTH CARE PRO- staff” (p. 310). Conversely, anger with the staff was
VIDERS most highly related to staff's lack of empathy with the
Most research on the family-practitioner interface haspatient.
focussed on the roles that individual family members In a community based study, Darling (1979;
assume in health care settings. Like patients, family1988) investigated the development of what she termed
members’ roles have been described, categorized anan entrepreneurial role in parents of children with handi-
evaluated. For example, based a participant observatiooaps. Based on a sample of 25 families, she described

study of a community hospital in Canada, Rosenthal, ehow parents became advocates “promoting their child’s



cause as a result of repeated negative interactions witknowlegeable empowerment in their interactions with
medical, educational, and social agencies” (1979, phealth care providers. Family members were particularly
225). Behaviors encompassed by the entrepreneuridtustrated by providers’ insensitivity to the disruptive-
role included seeking information, seeking control, andness of the illness on family life. In contrast to Thorne
challenging authority in order to obtain necessary ser-and Robinson (1988a; 1988b; 1989), who focussed on
vices. the eventual development of a satisfying working rela-
Other authors described how family member- tionship between family members and providers, Wuerst
practitioner relationships evolved over time. Combin- and Stern (1991) emphasized the desirability of empow-
ing data from two qualitative studies of family responseering families vis a vis the health care system and the
to chronic illness, Thorne and Robinson (1988a; 1988byole of nurses in promoting such empowerment.
1989), described three stages in the evolution of the re- All the research discussed in this section ad-
lationship between chronically ill patients, family mem- dressed the relationship between practitioners and indi-
bers and health care providers. They described theseidual family members. Similar to the previously dis-
stages, which they named naive trust, disenchantmentussed work on patient-practitioner interaction, these
and guarded alliance in the following way: studies focused on the importance of the activity-pas-
The stage theory proposes that the naive trussivity aspect of the relationship and variations in trust,
with which the chronically ill and their families enter decision making agency, and information exchange.
health care relationships is inevitably shattered in theAlthough focussing on family roles, these studies did
face of unmet expectations and conflicting perspectivesot address the link between practitioners and the fam-
between themselves and their professional health caridy as a unit of either interaction or intervention. To date,
providers. This shattering of trust precipitates a stagevork on the family-practitioner interface has entailed
of extreme anxiety, frustration, confusion, and profoundprimarily theoretical discussions of the range of possible
distrust. Eventually, in the resolution stage, an alternainvolvements.
tive form of trust is reconstructed on a more guarded
basis. (1989, p. 154) CONCEPTUALIZING THE FAMILY-PRACTI-
The authors suggested that sharing their proposed mod@lONER INTERFACE
with clients may facilitate the development of satisfy- Leahey and Wright (1987) have made important contri-
ing relationships. butions to the development of family nursing, which they
Wuest and Stern (1991) conducted unstructuredconceptualized as occurring on three levels. First level
interviews with members of 10 families and described afamily nursing considers the patient in the context of
four stage process through which families learned tothe family. At this level, the nurse’s interventions are
manage a child’s persistent middle ear problems. Theidetermined primarily by the patient’s needs; the family’s
stages of acquiescing, helpless floundering, becomingieeds are viewed as secondary. In contrast, the nurse
and expert, and managing effectively were related to theengaged in level two family nursing deliberately spends
child’s response to the disease process, the amount @ime directly with one or more family members and plans
disruption to family life, and the family’s relationship and implements nursing care with the family in mind.
with health care professionals. These authors describedhis often is what we think of when we hear the terms

how families moved from trust to disillusionment to family centered or family focussed nursing care. The



third level of family nursing practice is family care in bilization, (f) caregiver support, (g) family therapy, (h)
which the nurse’s assessments and interventions are déibling support, and (i) parent education. As indicated
rected toward the family as a unit and include direct faceby the preceding categories, the interventions they iden-
to face interaction with every family member. tified included those directed to the family unit as well
Another explicit attempt to conceptualize ways as those directed to individual family members. Their
in which providers interact with families is provided by work is ongoing and predicated on the assumption that
Doherty and Campbell (1988). They distinguished five family interventions are an independent nursing func-
distinct levels of interaction with families: (a) minimal tion and “nursing cannot wait for the much needed fam-
emphasis on family, (b) ongoing medical information ily theory development . . . but must begin specifying
and advice, (c) feelings and support, (d) systematic asand testing interventions related to family” (p. 3).
sessment and planned intervention, and (e) family
therapy. Doherty and Campbell (1988) discussed howCONCLUSION
these levels differed in terms of the knowledge baseExamining the effectiveness of nursing practice with
degree of personal development, and skills needed foregard to family outcomes presents researchers in this
effective interaction. For example, at level two, ongo- area with a plethora of substantive, methodological, and
ing medical information and advice, the knowledge baseconceptual challenges. Fundamental questions of who,
is primarily medical and personal development involveswhat, and how to research the family/practitioner inter-
an openess to engage patients and families in a collabdace have yet to be articulated let alone be translated
rative way; at level four, systematic assessment andnto “tight” experimental designs. Basic issues regard-
planned intervention, the knowledge base is family sysing what constitutes a family intervention or a family
tems and personal development involves awareness afutcome have yet to be resolved. To say the least, there
one’s own participation in a variety of systems. are no “classical” intervention studies to provide a model
Both Leahy and Wright's and Doherty and for future research. It is a field for those with a pioneer-
Campbell’'s frameworks distinguished interventions di- ing spirit, a tenacious mindset, and a high tolerance for
rected to individual family members from those directed ambiguity! As noted in this brief overview, the relevant
to the family unit as a whole. Their developers pointedliterature includes two parallel and largely unconnected
out that each framework was meant to provide a rangdodies of work, empirical studies of interactions between
of possibilities and was not a prescription for action. family members and providers and theoretical models
These authors assumed that the appropriate level of imf levels of practitioner involvement with the family unit.
teraction varied across situations and families. Although not providing a definitive map for guiding
Taking a somewhat different approach, Craft further research, this literature has been useful in identi-
and Willadsen (in press) surveyed nurses with expertisdéying promising lines of inquiry. In order to stimulate
in family to identify and validate interventions nurses further development of research in this area, Dr. Feetham
use with families. Using the Delphi method, they iden- and | have drawn on the existing literature to develop a
tified numerous intervention activities which they working model of the family-practitioner interface. As
grouped under the following headings: (a) family sup-shown here, the model includes characteristics of the
port, (b) family process maintenance, (c) family integ- family, family members, the health/illness states of fam-

rity promotion, (d) family involvement, (e) family mo- ily members, the practitioners involved in providing care,



and the health care system. These multiple, interactingpeatrick, J. A., Stull, M. K., Dixon, D. M., Puczynski,
characteristics shape health care interventions, whicls., & Jackson, S. (1986). Measuring parental participa-
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New York: Springer.
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